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FROM THE EDITORS 


With quality assurance (QA) programmes acheduled to become mandatory 
fon Canadian hospitals in 1986, hospital Librarians are faced with the 
apparently daunting task of establishing a Library OA programe from 
scratch, on revising existing methods of Library evaluation to mesh 
with the danger, institution-wide QM progzamme. To provide background 
infoamation to hospital Librarians and, hopefully to minimize the amount 
of "wheel inventing” which occurs, this issue of GNC is devoted to the 
theme of. quality assurance. a 


While QA applies specifically to hospitals, the concepts of measuring 
and impaoving Library services are familiar to all Librarians, albeit 
known by different names. Perhaps the related tems "performance measurement", 
“operationad audit" and "quality control" will be mone familiar to the 
academic, corporate on government Libaarian. Whatever the name, there is 
something for all to Learn from hospital MA activities, Clear concise and 
well-documented reports to management outlining the Library's perfoamance 
and effectiveness may be its best defense, especially in tunes of shrinking 
atat~ and budget allocations. 


Background articles in this issue include a brief history of the 
Canadian Council on Hospital Accreditation and its role in assuring quality 
health care services, and a review of QA terminology, supplemented by an 
extensive bibliography. Commentaries on the QA process, from the point 
of view of a senion executive officer in a hospital and a hospital Librarian 
are also included, Because these only begin to scratch the surface of 
this major topic, BNC plans to continue the QA theme in its next issue. 
Since the editors Can not be aware of 02 contact everyone who may be involved 
in QA programmes we rely on you the reader to send articles, news items, 
announcements of courses, etc, relevant to quality assurance. Your input 
44 welcomed and should be foawarded to the editors by March 29, 1985. 


On another subject, the editors have received several comments on 
the date delivery of the Last two issues of GNC. Regrettably, there were 
unforeseen paoblems with printing and distribution. Aas we go to press 
with this issue, we hope that changes recently made to this part of the 
publication cycle will solve the problem. We wish to thank those readers 
who missed BNC and took the time to inquire over its delay. 


Jan. Greenwood Bonita Stableford 
Assistant Editon Editon 
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THE CANADIAN COUNCIL ON HOSPITAL ACCREDITATION : A BRIEF HISTORY 


BARBARA GREENIAUS 
DIRECTOR, EDUCATIONAL RESOURCES 
HEALTH SCIENCES CENTRE. WINNIPEG 


In 1918, a physician could perform surgery on a patient, in Canada or in 
the United States, without having made a pre-operative diagnosis. Under these 
circumstances, surgeons could operate in haste and justify at leisure. Since 
clinical records were not required either, a patient could be Operated on more 
than once for the same afflication. Although many surgeons operated cautiously, 
and conscientiously recorded their findings, others did not, and the American 
College of Surgeons was becoming alarmed by this situation. In the interests 
of patients and improved medical services, the College launched a movement, in 
1919, to set standards by which a hospital's efficiency could be measured. 


The first requirements for standards included only five items, but the 
implementation of this program was to have an enormous impact on the high quality 
of health services now provided in North American hospitals. In order to be 
approved by the Hospital Standardization Program of the American College of 
Surgeons, a hospital had to meet, or exceed, the minimum standard which was 
defined as follows: 


1. That physicians and surgeons privileged to practice in the hospital 
be organized as a definite staff or group. 


2. That membership upon the staff be restricted to physicians and surgeons 
who are: 


a) full graduates of medicine of an acceptable medical school with 
the degree of Doctor of Medicine, in good standing and legally 
licensed to practice in their Tespective state or province; 

b) competent in their respective field; and 

¢) worthy in character and in matters of professional ethics, 


3. That the staff initiate, and with the approval of the governing board € 
of the hospital, adopt rules, regulations and policies governing the 
professional work of the hospital; that these rules, regulations and 
policies specifically provide: 


a) that staff meetings be held at least once a month; 


b) that the staff review and analyse at regular intervals their clinical 
experience in the various areas of the hospital, such as medicine, 
surgery, obstetrics and the other specialties; the clinical records 
of patients, free and paid, be the basis of such review and analysis. 


4. That accurate and complete records be written for all patients and 
filed in an accessible manner in the hospital - a complete case record 
being one which includes identification data; complaint; personal 
and family history; history of present illness; physical examination; 
special examinations, such as consultations, clinical laboratory, 
X-ray and other examinations; provisional or working diagnosis; medical 
or surgical treatment; gross and micro-scopial pathological findings; 
Progress notes; final diagnosis; condition on discharge; follow-up 
and, in case of death, autopsy findings. 
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5. That diagnostic and therapeutic facilities under Competent supervision 
be available for the study, diagnosis and treatment of patients, these 
to include at least 


a) a clinical laboratory providing chemical, bacteriological, serological, 
and pathological services; 


b) an X-ray Department providing radiographic and fluroscopic services. 
{Agnew 1974, p.252-3) 


Imposing these new standards on resistant hospital staffs was a feat requiring 
diplomacy, persistence, commitment and boundless energy. The American College of 
Surgeons found the man for the job at the Vancouver General Hospital, where in 1918, 
he was the Superintendent. Dr. Malcolm T. MacEachern had been born in Ontario and 
had taken his medical training at McGill University. 


When he joined the ACS standardization committee, Dr. MacEachern moved to 
Chicago, but his heart remained in Canada. Provincial conventions and Canadian 
problems had high priority on his busy schedule. With Matthew Foley, Dr. MacEachern 
created the American College of Hospital Administrators, an organization which has 
lived up to the enthusiastic vision of its founders. It was his inspiration that 
created the college's code of ethics and he was instrumental in persuading the 
American Hospital Association to adopt the same code. 

(Agnew 1974, p. 33) 


Dr. MacEachern took his show on the road and spent most of the early twenties 
organizing public meetings, visiting hospitals, preaching standardization and persuading 
North American physicians of the importance of the program. The Catholic Hospital 
Association had simultaneously mounted a campaign for the adoption of standards 
which was spearheaded by the Reverend Father Moulinier. In many small Canadian 
cities and towns, there were only two hospitals; one operated by the municipality 
or a board of trustees, and the other a Catholic hospital operated by Sisters. 

The Sisters’ hospitals were often the first to be standardized, bringing public 
pressure to bear on the other local hospitals. Because the medical staff was usually 
shared by the two hospitals, their resistance to the concept of standardization 

was eroded by the Sisters' enthusiastic acceptance. 


By 1921, though there continued to be dissension in the ranks, the Canadian 
Medical Association had publicly and unequivocally endorsed the standardization program. 


For the next thirty years, the American College of Surgeons carried on the 
accreditation program in the United States and Canada. Following the Second World 
War,the College began to question their commitment to bear the huge cost, in manpower 
and in dollars, without any assistance. When Dr. MacEachern retired, it became 
clear that no individual could assume his workload and the responsibilities of accredi- 
tation would have to be shared by several hospital and medical associations. 


In 1951, the Joint Commission on the Accreditation of Hospitals was established. 
Its membership was drawn from the American College of Surgeons, the American Hospital 
Association, the American Medical Association, the American College of Physicians 
and, in 1953, a representative from the Canadian Medical Association was added. 


When the American College of Surgeons willingly relinquished their exclusive 
operation of the accreditation program, a groundswell of support rose up for an 
all-Canadian survey program. 
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The Canadian Medical Association was the first group to take action, and Dr. 
Kirk Lyon, from Leamington, Ontario, was named Chairman of the C.M.A. committee 
to investigate an all-Canadian accreditation (or standardization) program. Late 
in 1952, representatives of the C.M.A. met with representatives of the Canadian Hospital 
Association, the Royal College of Physicians and Surgeons of Canada, and L'Association 
des Médecins de Langue Frangais. These organizations established the C.C.H.A., 
called initially the Canadian Commission on Hospital Accreditation. 

(Wightman 1982, p.24) 


From 1955 until 1958, the Canadian accreditation was carried out by the Joint 
Commission but largely employed Canadian surveyors. Although one of the arguments 
for Canadian standards had arisen from the belief that the American model was too 
ambitious for Canadian hospitals, when all—Canadian standards were adopted they 
were as exacting, and in some cases, more exacting that the American requirements. 


On January 1, 1959, having received its charter from the Secretary of State, a 
the Canadian Council on Hospital Accreditation assumed responsibility for the 
accreditation of Canadian health care institutions. The CCHA was incorporated under 
the Companies Act as a non-profit association with the mandate to: 


+++ promote and encourage by voluntary means an optimal 
quality of health care in all its aspects by the 
achievement of accreditation standards in all hospitals 
and related health care organizations and agencies in 
the health field in Canada. 


(Swanson 1980, p.15) 


In the beginning, hospital surveys were carried out with no direct fee to 
the institution seeking accreditation. Now, each hospital is charged approximately 
$1,000 per surveyor, per day. Additional funding comes from the annual fee of $7,500 
which the member organization must pay for each seat they hold on the Board of 
Directors, (Wightman 1982, p.24) 


Originally, the Board was composed of representatives from the four institutions 
which had met in 1952. In 1973, the Canadian Nurses' Association was admitted; 
in 1981, L'Association des Médecins de Langue Frangais ceased to be members and 
a representative of the Canadian Long Term Care Association was elected to the Board. 
Of the 14 members now sitting on the Board, two are nominated by the Canadian Nurses! & 
Association, four by the Canadian Medical Association, five by the Canadian Hospital 
Association, two by the Royal College of Physicians and Surgeons of Canada and one 
by the Canadian Long Term Care Association. 


The actual evaluations of health care institutions are done by surveyors who 
work for the Council on a part-time basis. Of the 100 surveyors who work several 
weeks each year for the Council, about 40 are nurses, and the others are hospital 
administrators and physicians. The surveyors are unsalaried and receive only 
expenses and an honorarium for their work. (Wilson 1983, p.49) 


In 1934, there were 226 accredited hospitals in Canada. By 1959, the number 
had increased to 333, and ar the end of 1981, 930 hospitals had been awarded accredited 
status. (Wightman 1982, p.24) 


Over the past fifty years, the benefits of voluntary hospital accreditation 
have become so widely acknowledged that the CCHA annually receives more survey requests 
than it can handle. The advantages of accreditation now include much more than 
the assurance that a surgeon will not operate without a sound, documented reason. 
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The most obvious benefit of the survey process is the impartial evaluation 
of quality of health care. Another advantage is the potential created, through 
Preparation for the survey, for continuing education and self-development. Accreditation 
offers an assurance to patients, the public and the staff, that the hospital is 
meeting nationally accepted standards. Financial support is more likely to be forth- 
coming when an institution has submitted itself to an objective, external review. 
Accreditation is often required in order to qualify for government approval of medical 
and allied health educational programs. 


When a hospital is awarded unprovisional accreditation the pride of each staff 
member cannot be measured or priced, but it is undoubtedly one of the most valued 
consequences of the process. 
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CALL FOR PAPERS 


% Due to the continuing interest in quality assurance, the editors would like 
to devote a future issue to this topic. Please share any experiences and ideas 
you might have on this timely topic by submitting them to the BMC by March 29, 1985 
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QUALITY ASSURANCE : INTRODUCTION TO TERMINOLOGY AND LITERATURE ~ 


J.A. VAN REENEN 

MEDICAL LIBRARIAN 

ROYAL JUBILEE HOSPITAL 
VICTORIA. B.C. 


Quality assurance has been an unwritten component of health care delivery 
in Canada for most of the twentieth century, although the degree to which patient 
care was being monitored by hospitals has varied. 


Since the mid-1970's, the U.S. Department of Health has attempted to formalize € 
quality assurance (QA) procedures to standardize delivery of health care, mainly 
through the Joint Commission on Accreditation of Hospitals (JCAH) and Professional 
Standards Review Organizations (PSRO's). A Large body of literature was created 
in the process, discussing the pros and cons of QA, creating controversy in 
specialized areas, and generally confusing QA with unrelated activities. As Canadian 
hospitals are beginning to look towards creating formalized hospital-wide QA programs, 
there is a need to clarify the varied terminology in use. 


This is not an attempt at creating an exhaustive bibliography; such exists 
already. l6,24,36,56,60,74 Rather, my aim is to bring together a shorter List of 
articles that covers most aspects of the history, synonyms and varied approaches 
to QA in an economical way which may serve as an introduction to the topic for medical, 
nursing and other hospital staff now being confronted with QA activities. 


This section defines terms frequently used in QA literature. Each definition 
refers back to useful, relevant articles on the subject. 


Appropriateness review. This assesses how existing institutional health services 
compare with certain pre-established criteria and standards. It is a planning function 
only. (Compare with certificate-of-need). It judges the appropriateness of need, 
accessibility, availability, financial viability, cost effectiveness and quality 
of health care services for a given area and is therefore not directly related to QA. 


Audit. In the health care setting, this is a type of patient medical care . 7 
evaluation study in which the indicators of performance (criteria) are compared with 
performance and outcome documented in patient medical records. Records that vary 
from the prospective criteria are reviewed by a committee of peers, and if deficiencies 
are noted, corrective action is instituted to address them.> The audit should produce 
results that reflect the quality of care provided to a significant proportion of 
the hospital patients with a specific admission or discharge diagnosis. To avoid 
confusion, one should reserve the term “audit" to mean a specific study method for 
reviewing patient records against clinical criteria.?0 


Audit: concurrent audit. This method refers to the evaluation of patient 
care according to established standards while the patient is still being cared for 
within the health care facility. It usually involves review of the patient's records 
as well as of the patient and his environment. 


* Reprinted from Hospital Trustee, 7(6), Nov.-Dec, 1983; 18-21, with the permission 
of the Canadian Hospital Association and the author 
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Audit: medical audit. This is an audit of physician performance to assure 
that the benefits of modern medical knowledge are being successfully applied to patients.60 
Assessment of physician performance usually relies upon peer review of records or 
on criteria~based record auditing. The two basic features of medical auditing are 
the selection of an important element of performance and a comparison of the observed 
level of performance with predetermined criteria or standards. If valid treatment 
criteria have been met, then the complication of progression of disease to a greater 
degree of severity is considered nonpreventable, or at least not attributable to 
deficiencies in medical management.60 The medical audit is a significant component 
of a QA program. 


Audit: outcome criteria audit. This evaluation method focuses on the end result 
of the patient care received and is measured in terms of changes seen in the patient. 
Outcome audits can be retrospective or concurrent.24 Criteria here are, therefore, 
predictions or expectations about a patient's status at the end of an episode of 
illness or eventual outcomes that reflect the patient's status after care was provided.> 
The latter reference also lists the advantages of outcome criteria. Outcome criteria 
audits are an integral part of the QA process. 


Audit: patient care audit. This is a quality assurance activity and is now 
considered a synonym of QA, as is nursing audit. Excellent books exist to review 
this topic. I list here only those of Carter,? Mayers 42 Nicholls,°0 Phaneuf33 
and especially Karch.24 


Audit: process audit. The standards of this auditing method are based on the 
evaluation of patient care activities. Process audit focuses on all aspects of patient 
care needs — physical, environmental, psychosocial, spiritual, emotional — and 
the evaluation process can focus on which needs are being met and which areas need 
improvement. Process audit can be done retrospectively or concurrently.24 Process 
criteria are usually included in an outcome oriented audit to validate the study 
topic and assess appropriateness of the clinical intervention or other aspects of 
patient care.) The larter reference discusses and lists the advantages of process 
criteria. Integrated outcome and process audits usually result in a good QA audit. 


Audit: retrospective audit. This method refers to the evaluation of patient 
records according to establishgd standards, after the patient has been discharged 
from the health care facility. 


Audit: systems audit. This is a review of the physical structure of a facility, 
the equipment available, the administrative structure, staffing patterns and their 
qualifications. This can be done retrospectively or concurrent ly.24 


Audit: value for money auditing. This is the independent and systematic examination 
of an organization for the purpose of indicating where improvements can be made in 
the economy, effectiveness, and control of its operation and resources.’ A good 
comparison of this type of audit with the traditional financial audit can be found 
in Gunn.22 value for money auditing can use information gathered in the QA process, 
but it is not a part of the process. 


Audit study objectives. Study objectives state precisely what the audit committee 
wishes to learn by conducting the Study. These objectives should be measurable; 
for a good discussion see Am. Codd. Obstet. & Gynecod.> See also criteria. 


Gertificate-of-need review. The certificate-of-—need Process is an assessment 
of the need for new health services, major medical equipment, or new construction, 
and is, therefore, a regulatory tool to control health service expansion. (Compare 
with appropriateness review) .6 Certificate-of-need review is not related to QA activities. 
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Criteria. A criterion is a specific statement of a characteristic that any 
endeavor must exhibit in order to successfully meet a need. In order to help determine 
the extent to which criteria are being met in a QA program, each criterion should 
be restated in the form of a question that needs to be answered.2/ See also audit. 


Critical wanagement criteria. These are valid treatment criteria in clinical 
medicine.60 See discussion under medical audit. 


Discharge planning. See utilization review. 


Hospital-wide. This term is used in the literature of QA programs where an 


effort is made to include every segment of the institution in the organizational 
structure of the QA program. 13,29,56 


Incident report. A standardized report form completed by those involved or 
present at the time of an in-hospital accident or procedure which may result in an 7 
insurance claim. Incidence reports are part of risk management activities.°? Middleton 
describes a special nursing audit of critical incidents. 


Liability reduction. See risk managment. 


Medical care evaluation studies. These are in-depth assessments of specific 
aspects of patient care that are generally based in a retrospective review of the 
care of a specified group of patients, i.e. those with a particular diagnosis or 
those receiving a particular treatment or service. The review is generally done 
by assessing patient care as documented in a sample of patient records from the 
specified group using pre-established criteria.76 In the U.S., these studies are 
usually conducted area-wide providing information on practice within an individual 


facility as well as in facilities throughout the area. It is not part of the in- 
hospital QA program. 


Patient care review. Usually a review method combining internal (hospital) 
reviews and external monitoring. "The review model combines a hospital-based program 
of imaginative study, correct interpretation of findings, and effective uses of 
findings with regional monitoring and consultation."69 In the U.S: context, it 
involves PSRO’s; in the Canadian context it may be considered synonymous to QA. 


Peer review. This is a process by which a committee of professionals reviews 
and evaluates the performance of a member or group of members of their particular 


profession, e.g. medicine or nursing. Peer review is usually an integral part of € 
a nursing or medical audit. 


Physician performance. See medical audit. 


Professional standards review organizations (PSRO's). These are regionally 
organized non-profit physician corporations which were set up in the United States 
by legislation passed in 1972. PSRO's are responsible for ensuring that health 
care provided to patients under the federal health care programs is medically necessary, 
appropriate, and meets accepted professional standards for care. These tasks are 
commonly known as utilization review and quality assurance.’6 The history of the 
development of PSRO's is well documented by Fifer.2 


Program evaluation. This is a QA activity which includes utilization reviews. 
In the Canadian context, it is synonymous with QA. 


Quality appraisal/action plans. This is an earlier synonym for QA. 
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Quality assurance profiles. This is a term used in the U.S. for profiles 
designed to identify patterns of practice in the care of groups of patients within 
an individual facility and other facilities in the area by producing periodic facility 
and area-wide reports of conformance of patient care with the standards developed 
by the various standards committees, e.g. standards for long-term care. 


Risk management. Risk management concerns itself with the reduction or elimination 
of the uncertainty of financial loss resulting from risks of a fortuitous nature, 
or simply the creation of procedure that would prevent the hospital in question from 
being sued. It is increasingly being looked at, not as_a_ separate program of liability 
control, but as part of an effort to achieve ga. 19,41,47,52 A good bibliography 
up to 1980 can be found in Lanham28 and the Canadian situation is discussed in an 
excellent article by Martin.4l The latter also reviews the origins and development 
of risk management in the U.S. and hospital liability in Ontario. Orlikoff22 tabulized 
the functions of risk management as compared to those of QA in a clear and useful 
way. Related terms are liability reduction and liability control. 


Screening criteria. This spells out what to look for in an audit and should 
be objective, specific, precise and valid. Screening criteria are statements about 
an aspect of patient care found in a medical record indicating whether the care 
provided was appropriate.5 


Utilization review. This is an activity intended to ensure the appropriate 
allocation of the hospital's resources in order to provide high-quality patient care 
in the most cost-effective manner. It considers the under-utilization and inefficient 
scheduling of resources as well as the more commonly cited over-utilization of resources. 
One of the included activities is discharge planning which is generally viewed as 
a synonym of the less frequently used concurrent utilization review, i.e. an integration 
of admission review and continued-stay review. There is a debate over whether utilization 
review is a quality assurance or a cost/containment activity, while in fact, a focused 
approach to utilization review can result in integrating both efforts.2> 5,3 


What is hospital-wide quality assurance? Quality of medical care connotes "correct 
evaluation and efficacious treatment of each patient's medical condition with minimum 
possible risk, combined with educational and caring functions that together enable 
the patient to attain the optimum achievable clinical, functional and psychosocial 
results ,"60 


Quality assurance is defined by the College of Nurses of Ontario as "a process 
in which standards describing the level of quality desired and feasible are sety 
the level of achievement of those standards is measured and action is taken to correct 
identified differences."'26 


These two definitions best describe what is meant when we speak about QA in 
hospitals and point to the importance of a well-defined, organized program designed 
to enhance patient care. 


From the above list of definitions, what is QA and what is not? All types of 
audits (except the value for money audit), critical management criteria, peer review 
and physician performance are included in QA, while patient care reviews, quality 
appraisal/action plans, nursing standards committees, patient care committees and 
quality assessment/control committees are synonyms. 


Related activities and those that could supply relevant QA information are discharge 
planning, incident reports, risk management/liability reduction, quality assurance 
profiles and utilization reviews. Appropriateness reviews, certificate of need reviews, 
and medical care evaluation studies are not part of hospital QA programs. 


138 


The best (and probably most cost-effective) QA programs are hospital-wide, 
i.e. where an effort is made to include every segment of the institution in the 
organizational structure of the program, and where risk management and QA programs 


are integrated. 
Morris.4 


For good overviews of such programs see Rodger, © 
For the committees involved and their activities see Crawford. 13 


Sherber,©2 and 


Thompson’0 gave a short but excellent review of the historical development of 
QA programs in the U.S., while the controversies existing around the philosophy of 
QA and the politics of its implementation are discussed by Fifer.20 Similarly, 


Sanazaro 


reviews in more detail the social, professional, and political circumstances 


that brought about widespread implementation of untested forms of medical auditing 

in the U.S. for purposes of quality assurance, and points out that basic concepts 

of QA are not always adequately embodied in the techniques that were adopted. He 

also questions the effectiveness of current QA mechanisms, specifically hospital-based 


medical auditing linked to continuing education. 


found in Marshik-Gustafson. 49 


A comparison of QA models can be 


A bibliography of 98 activities in specific hospital departments up to 1980 


can be found in Rodger. 
interest in: biomedical engineering, 14 
control, 
medical records,®! nursing, 
room, 21,33,55 pharmacy? psychiatry, 43 
respiratory care,’l social work, 12 
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AN ADMINISTRATIVE OVERVIEW OF QUALITY ASSURANCE 


MRS. PEGGY VAN WYCK 
EXECUTIVE ASSISTANT, OFFICE OF THE PRESIDENT 


OTTAWA CIVIC HOSPITAL 
INTRODUCTION 


When the Canadian Council on Hospital Accreditation (C.C.H.A.) released its 
revised Standards for Accreditation of Canadian Health Care Facilities in 1983, the 
term quality assurance suddenly became the "buzz word" of the year in the health 
care field. Hospital-wide quality assurance programs became prerequisites for 
accredited institutions, and individual hospital departments, both ancillary and 
direct patient care, were expected to formulate quality assurance plans. As 
hospitals attempted to meet these new standards a ripple effect was created 
throughout the health care industry. Institutions began hiring Quality Assurance 
Coordinators, all health related conferences began to have quality assurance as a 
major agenda item, quality assurance was added to the teaching curriculum of most 
health disciplines, computer companies developed quality assurance software and 
management consultants offered quality assurance programming expertise. 


Although the revised C.C.H.A. standards initially caused some concern, in 
particular for the administrators of Canada's health care facilities, quality 
assurance is really not new for the hospital field. It has become clear that 
hospital-wide quality assurance programs, for the most part, require only the 
improved coordination of activities that have always been in place in health 
care facilities. The documentation of goals and objectives, and the performance 
of audits, patient care appraisals, program evaluations, preventive maintenance 
programs and statistical monitoring, for example, have always taken place in 
hospitals and hospital departments. These activities have not necessarily been 
referred to as ‘elements of a quality assurance program', and have not always 
been coordinated on an institution-wide basis, but they certainly are not new in 
themselves. As a result, the development of a quality assurance program to meet 
the C.C.H.A. standards, becomes a task of re-organization and use of new terminology, 
rather than the introduction of a new set of activities. For individual departments, 
viewing quality assurance in this way can greatly reduce the anxiety, such as 
the perception of an increased workload, associated with the development of a 
departmental quality assurance plan. 


WHAT IS QUALITY ASSURANCE AND WHAT IS A QUALITY ASSURANCE PROGRAM? 


Many formal definitions of quality assurance are now in use, and perhaps one of 
the simplest is one designed for industrial settings. “Quality Assurance is the 
activity of providing, to all concerned, the evidence needed to establish confidence 
that the quality function is being performed adequately".L ra 


In order to fulfill this function of assuring quality several steps must be 
undertaken, and these are more clearly outlined in the operational definition of 
quality assurance adopted by the Canadian Council on Hospital Accreditation. 

Their definition is as follows: "Quality Assurance is the establishment of hospital- 
wide goals, the assessment of the procedures in place to see if they achieve these 
goals, and, if not, the proposal of solutions in order to attain these goais". In 
addition, the C.C.H.A. suggests that any hospital's quality assurance program ".. 
should be internal, internaily-administered, ongoing, specific to the institution, 
structured and coordinated throughout the facility".2 
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If it is assumed that a hospital's primary goal is the provision of the best 
possible care for its patients, then quality assurance is a system for monitoring 
whether the best possible patient care is being delivered. This interpretation 
would appear to ignore ail those departments and services that are not directly 
involved in the provision of patient care, and in fact in the past patient care 
appraisal did focus almost exclusively on the direct provider groups. However, since 
a hospital is made up of many interrelated parts it becomes apparent chat a medical 
or nursing audit program, for example, is not enough to ensure that patient care is 
optimal. The support service departments also play an integral role in quality 
assurance, and even those who never see or deal with patients directly can affect the 
quality of care delivered. If the hospital library is used as an example of this 
latter group, it can be seen that the librarian, who never sees a patient, but 
neglects to complete the inter~library loan on time, can truly affect patient care. 
For if the requested material does not reach the physician in time for discussion at 
clinical rounds, For example, the patient's subsequent treatment could potentially 
be different from what it might have been with the requested information available. 
Although this may seem a very hypothetical example, good health care requires an 
effective multidisciplinary team approach, and every department is an important part 
of this team. If this were not the case certain "unnecessary" departments would 
néver have been established in hospitals, or if established would not have survived. 
Problems or deficiencies in any area or service can either directly or indirectly 
prevent a hospital or organization from achieving its goal. 
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Problem identification is the initial outcome of a quality assurance program. 
The various elements of a quality assurance program are intended to ensure compre~ 
hensiveness in the identification of all possible problems. Other portions of a 
complete quality assurance program are the development and implementation of 
solutions to identified problems, and, the subsequent evaluation of whether the corrective 
action taken was effective. The specific manner in which institutions choose to 
identify, solve and monitor problems varies significantly between facilities, a fact 
which is encouraged by the Canadian Accreditation Council. For example, committees 
or individuals may be responsible for monitoring certain activities, quality assurance 
programs may be centralized or decentralized, and implementation of a hospital-wide 
program may be sudden or gradual. These types of decisions are based on the 
organization's environment, history, politics, and resources. Such factors are 
critical issues if a quality assurance program is to be accepted by those who must 
participate, and ultimately guarantee the program's effectiveness. Although planning 
and development of a hospital-wide quality assurance program, department by department, is mich 
more time-consuming than the purchase and implementation of a prepackaged program, 
the former approach is likely to meet with less resistance and ensure better staff 
commitment. 


As previously mentioned che structure and process of quality assurance programs 
vary, but the tools used to identify problems are more consistent. In order to 
ensure that a hospital quality assurance program is comprehensive the following 
list of items at least should be incorporated, in some manner, into the program. 
Obviously each of these items is not an appropriate tool for every department, but 
many or most can be modified for any department, and all should appear in the 
hospital's total quality assurance program. 


~ mission statement/statement of purpose 

- goals and objectives 

- policy and procedure manuals 

- relevant federal, provincial and municipal legislation 
- job descriptions 
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~- staff qualification requirements 
~ performance evaluations 

- risk management activities 

- statistical monitoring 

- audits 

- clinical case reviews 

- infection control checks 

- preventive maintenance programs 
- incident reports 

- patient surveys 

- complaint reviews 

- in-service education and training 
- drug utilization 

- committee minutes 


Using this list of possible tools and a few general questions a departmental 
quality assurance program can be quite easily developed. A department's plan may 
change over time, and should be reviewed and revised annually, since quality 
assurance is not a static process and is never complete. By documenting the answers 
to the following questions a brief and representative quality assurance plan can 
probably be written for any hospital department: 


+ What does che department do? 


+ How does it measure whether it is achieving what it 
intends to do? 


+ Who completes the evaluation process? 
+ What specific elements are evaluated? 


+ When and how are the results of any evaluation reported, 
and to whom? 


+ What is the follow-up mechanism for any identified problems 
or deficiencies? 


+ Where are the results of evaluation and follow-up maintained 
and by whom? 


- What happens to recommendations identified from the results 
of the evaluation process? 


» Who monitors whether corrective action has taken place and 
when? 


Encompassed in these questions is the teporting mechanism for quality assurance 
activities. Communication of identified problems is the link which completes the 
quality assurance cycle, and is the one that is perhaps most new to the health care 


industry. It is essential that the quality of service provided is known, not only by 
those who are delivering it, but also to those legally responsible for it. 


Each element of the quality assurance cycle, from problem identification to feed— 
back, is important and depends on every other element to make the total program 
effective. It is this cyclical approach to quality assurance that has made it appear 
as a new concept. By examining each aspect of a comprehensive quality assurance 
program it becomes easier to see that quality assurance is not nearly as intimidating 
as it initially appears. 
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WHY QUALITY ASSURANCE? 


The simplest answer to this question is, as previously stated, to ensure that 
health care facilities are delivering optimal care to their patients. However, 
perhaps more accurately the question should read: why should quality assurance : 
programs be comprehensive or hospital-wide or why the seemingly sudden emphasis on quality 
assurance? In Canada the recent focus on quality assurance can superficially be 
explained as being a result of a similar movement in the United States a few years 
ago. The Joint Commission on Accreditation of Hospitals (J.C.A.H.), the American 
counterpart of the C.C.H.A., instituted quality assurance programs as prerequisites 
for full accreditation in January 1980. More to the point, however,is why the whole 
hospital industry has now adopted a more formal approach to monitoring service 
delivery when other industries have had these programs in place for many years. 
The answer is really two-fold and related to both the sociological and economic t 
trends of today. The first is the increasing awareness by the public of their 
rights as consumers, and the whole consumer advocacy movement. Health care has 
become less and less of a mystery as a result of the media and an increasingly 
educated and informed public. One of the direct results of this change, particularly 
in the United States, has been an increase in legal action. The ‘malpractice insurance 
crisis' of the late 1970's forced hospitals and health care providers to take more 
control over the monitoring of their service delivery. Risk management and the formal-~ 
ization of institution-wide risk management programs were attempts by the hospital 
sector to ensure their economic survival by assuring high quality care provision. 
Quality assurance includes much more than risk management, but certainly the economics 
of reducing risk of loss was one of the strongest factors which drove the development 
of quality assurance programs. 


The whole notion of public accountability has also had a great influence on the 
promotion of hospital quality assurance. Increasingly boards of trustees and hospital 
administrators are being charged with the legal and ethical responsibility of every~ 
thing that happens in their institutions. Health care "consumers" do not have the 
same options as other consumers and cannot take their business elsewhere or choose 
not to purchase a specific service if they do not like the quality offered. During 
illness patients are at a distinct disadvantage, and very vulnerable, and they must 
be able co rely with confidence on the judgement and expertise of those providing 
care. The Crustees of a hospital are the community's representatives and the 
patient's advocates, and they are the ones who therefore must take the objective 
responsibility for assuring quality of care. & 


Since hospital trustees are being more and more often found legally responsible 
for events taking place in their hospitals, they are increasingly requesting 
information from hospital staff to prove that the services being delivered are 
optimal. In order to do this administrators have had to implement more than formal 
quality assurance programs to provide the trustees with comprehensive information on ' 
the system of checks and balances in Place. Althought the 1983 C.C.H.A. revised 
standards really made institution-wide quality assurance a requirement, as opposed 
to an option, most hospitals had been gradually increasing their quality assurance 
mechanisms for many years. 


The final answer to “why quality assurance now? is purely economic. As health 
care becomes more sophisticated, and costly, the dollars available to provide services 
remain limited, the issue of value for money is ever more important. Program 
evaluation and cost benefit analysis are not yet widely practiced in the Canadian 
health care system, but certainly have become very important in the United States. 
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The implementation of a good quality assurance program should include the evaluation ! 
of a service's effectiveness and efficiency. Maximum use of a hospital's resources 

is very important for assuring that the highest possible quality of care is delivered. 

Wasted dollars in one area of a hospital, man, perhaps, that necessary additional staff 

or a new piece of equipment cannot be purchased in another area. 


The economics of quality assurance itself are important and it should be 
remembered that hospitals are expected to evaluate regularly the effectiveness of 
their quality assurance programs. Common complaints are that quality assurance 
programs cost money and require extra staff. However, since quality assurance is 
already happening in hospitals, and since improved coordination and organization 
are the first steps, increased costs need not occur. However, if additional 
expenditures are needed it should be remembered that these are easily offset by 
the reduced financial loss and improved use of resourses resulting from an effective 
quality assurance program. 


SUMMARY 


Quality assurance is a concept and a way of thinking that has recently received 
a great deal of attention in the Canadian health care field. This sudden increase 
in awareness is the result of the 1983 revision of the C.C.H.A. standards, although 
quality assurance activities in health care have gradually been increasing for a 
long time. The required formalization and coordination of hospital-wide quality 
assurance programs have been new for many institutions, but the elements of the 
programs themselves have in most cases been at least partially developed. 


Quality assurance is a set of activities, which form a System to improve a 
hospital's operations, and ultimately the care given to its patients. It is not 
a new make-work project,but if it is understood as such it may well become a self~ 
fulfilling prophecy. Quality assurance in either a department, or a hospital as 
a whole, if embarked on gradually, with the necessary explanation and teaching 
provided, can be an exciting and challenging experience. It promotes understanding 
for all staff of the integral role they play in delivering high quality patienc 
care; it re-focuses attention on goal attainment and may, therefore, improve 
performances; and it improves inter-departmental and hospital-wide communication. 
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QUALITY ASSURANCE IN THE HEALTH SCIENCES LIBRARY 


ROGER SMITHIES 
LIBRARIAN, TORONTO EAST GENERAL AND ORTHOPAEDIC HOSPITAL 


QA - quality assurance - is one of the latest acronyms to hit the Canadian 
health sciences environment. QA coordinators have recently been appointed in many 
institutions and QA committees can now be found in hospitals across the country. 
Although it has been suggested that these developments are a response to the 1983 
edition of the CCHA standards, it should be noted that quality has long been a 
characteristic of Canadian health care. The new CCHA quality assurance requirement 
stipulated only that this excellence be monitored and documented. 

Formalized hospital quality assurance is an import from the United States where & 
it was designed, not only to assure quality, but also to curtail escalating health 
care costs.2 It is, therefore, both a means of quality assessment and an indirect 
mechanism for budgetary control; when QA coordinators talk about effectiveness and 
efficiency, this is what they mean. 


The CCHA Standards for Library Services suggest that "there shall be procedures 
established to evaluate the quality of library services and performance of personnel''3 
and the interpretative paragraphs provide little more detail. This deliberate vagueness 
leaves hospital librarians room to develop their own QA programs, choose their own 
standards and meet their own criteria. Indeed, it appears that the CCRA is simply 
looking for a demonstration of QA activity,4 some formal indication that libraries 
are monitoring their activities. It is the responsibility of the individual librarian 
to develop independently QA programs within the guidelines set by their institution. 


Implementing departmental quality assurance is no easy task and the health 
sciences librarian will find little outside assistance. The literature is sparse 
and too often inapplicable. The guide recommended by the CCHA, for example, is 
an American library school textbook published in 1977.5 Although it is certainly 
comprehensive and analytical, from the hospital librarian's point of view, it is 
impractical and unhelpful. Published library standards should be consulted, but 
they lack teeth and tend to be unrealistic outside the urban ceaching hospital 
environment.6 Similarly, core lists are helpful collection-building aids but questionable 
as QA criteria. Assuming that the library's collection is more than minimal, it 
is probable that if core lists were used as prescriptive standards, the collection's & 
Special strengths would be diluted as well as the librarians! book selection capabilities. 


Librarian colleagues are also unlikely to provide much assistance. Most QA 
Programs are still tentative and thus the opportunities for sharing experiences 
are few and far between. Uncil more libraries have Proven QA mechanisms in place, 
most librarians will have to work alone to develop programs that are practical, 
and appropriate within their institution. 


1. Canadian Council on Hospital Accreditation (CCHA). Standards for Accreditation 
of Canadian Health Care Facilities. Ottawa, CCHA, 1983. 

2. Graham, N.O., ed. Quality Assurance in Hospitals : Strategies for Assessment and 
Intervention. Rockville, Md., Aspen, 1982. p.4, 

3.  CCHA. Op. cit. p.130. 

4. McLean, A. and Winchell, J.R. New Q.A. Guidelines Raise New Questions. Health 
Care 26: 20-21, Feb. 1984. 


5. Lancaster, F.W. The Measurement and Evaluation of Library Services. Washington, 
Information Resources Press, 1977. 
6. For example : Canadian Standards for Hospital Libraries. CMAJ 112: 1271-1274, 


May 17, 1975. 
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Without relevant pr€cedents and clear instructions, it is easy to become involved 
in QA activities that are neither appropriate nor meaningful for the Library. There 
is little point, for example, in attempting a detailed user survey if the actual 
and potential clientele cannot first be established. It may also be redundant to 
isolate and monitor safety parameters if the hospital already has an Accident 
Prevention Committee. 


There is also a danger of QA becoming a substitute for professional judgement. 
The speed at which books are catalogued or reference questions answered may appear 
to be QA issues, but knowing which books to catalogue quickly and which questions 
to answer first are professional skills. A requirement that all books be catalogued 
and shelved within forty-eight hours of receipt may seem Like an appropriate QA 
criterion but may in fact be a professional abdication that has nothing to do with 
quality. 


Keeping in mind the ultimate QA criterion, the Librarian should concentrate 
on ensuring that the program measures whether the library's mission is indeed being 
fulfilled. The QA program must focus on outcome problems, process weaknesses and 
structural deficiencies by asking such questions as: : 


- why are so many items overdue, AWOL or otherwise unavailable to users? 

- whac can be done to improve the situation? 

~- how can improvements be monitored? 

~ how frequently are questions answered inadequately and does this problem 
relate to gaps in the collection? 

- is there a solution to identified problems? 


QA is a problem-solving activity that should generate information and results. 
Unless QA programs can be readily translated into tangible benefits for the library 
they will probably waste valuable managerial energy. Concentrate on QA measures 
chat will support demands for the library and promote changes resulting in more 
efficient, accurate and cost-effective service. It is possible that inefficiencies 
and redundancies will be uncovered by this process but the librarian must resist 
the temptation to measure activities already judged to be satisfactory or those 
that cannot be changed. Unless QA activities are used to build and improve libraries, 
they may be used instead to resist growth, reinforce mediocrity and rationalize 
cutbacks. With careful planning, an assertive QA program may be used to justify 
the expansion of library resources and services, while providing a valuable tool 
for monitoring progress and curtailing slippage. A strong offense may be the best 
defense if QA is going to mean quality assurance in the health sciences library. 
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LES PROJETS FUTURS DU GROUPE D‘INTERET DES BIBLIOTHEQUES DE LA SANTE 
DE L’ASTED 


LOUISE DESCHAMPS, PRESIDENTE 


Cette année le comité se compose des personnes suivantes: 


Robert Aubin, hépital Riviére-des-Prairies 

Sylvie Bélanger, CSST 

Louise Deschamps, hépital Notre-Dame 

Madeleine Dumais, hépital Enfant-Jésus de Québec 

Francine Garneau, centre hospitalier régional de Lanaudiére 

Johanne Hopper, université de Montréal 

Gilberte Poirier, centre hospitalier St-Vincent-de-Paul de Sherbrooke. 


Comme vous le constatez, trois régions du Québec sont représentées: Montréal, 
Québec et Sherbrooke. Nous pensons ainsi assurer un meilleur suivi de nos activités 
et parvenir 4 une plus grande efficacité dans nos communications. 


Le vendredi 10 mai 1985 nous organiserons, 4 l'hépital Notre-Dame, une journée 
d'étude sur 1'INFORMATISATION DE LA BIBLIOTHEQUE MEDICALE. Dés que nous aurons de 
plus amples détails, nous vous les donnerons. 


Faisant suite & un atelier organisé lors du congrés annuel de l'Asted, nous 
tenterons d'assurer un suivi sur 1'EVALUATION DES SERVICES OFFERTS PAR LA BIBLIOTHEQUE 
MEDICALE. 


Lors de L'assemblée générale annuelle de l'Asted, nous avons soumis A tous les 
membres présents au congrés, une résolution dans laquelle nous demandons au Bureau 
de L'Asted de communiquer avec 1tICIST et la Bibliothéque Nationale du Canada afin 
que ceux-ci modifient "le systéme actuel du catalogue collectif des périodiques pour 
le rendre capable de produire des listes de périodiques sur demande pour une région, 
pour une spécialité ou méme pour une institution. Ces listes seraient présentées 
dans un ordre pratique, & un prix raisonnable et tenues & jour réguliérement". 


Si vous avez des suggestions & nous faire ou des questions a nous poser, 


nthésitez pas 4 nous contacter. Nous sommes & votre disposition et nous tenterons 
de vous aider le mieux possible. 


i Y 


COMPTE RENDU DE L’ATELIER SUR LE QUESTIONNAIRE POUR L’AGREMENT DES 
HOPI TAUX 


MADELEINE DUMAIS ET LOUISE DESCHAMPS 
TENU LORS DU CONGRES ANNUEL DE L’ASTED, Nov. 1984 


PREMIERE PARTIE 


Le docteur Osman Gialloreto, directeur adjoint pour l'éducation au Conseil 
canadien d'agrément des hépitaux, nous a parlé du nouveau questionnaire d'agrément. 
Aprés avoir expliqué briévement le fonctionnement du Conseil, il a commenté chacune 
des normes, la fagon dont il fallait la comprendre et les implications qui en 
découlaient. 11 nous a toutefois souligné que ce sont surtout les normes qui ont 
changé et non pas le questionnaire. 


PRINCIPE DE BASE 


Les normes ne sont que les étapes A suivre pour obtenir le résultat souhaité 
et seuls les résultats obtenus comptent. 


Norme 1: IL DOIT EXISTER DES BUTS ET DES OBJECTIFS CLAIREMENT ENONCES 
EE EERE AES CLALREMENT ENONCES 


La spécificité des buts et des objectifs est obligatoire pour évaluer le 
service. Les buts et les objectifs de la bibliothéque doivent refléter la situation 
et tre conformes & ceux de L'institution; il est donc important de les connaitre. 
Pour un hépital d'enseignemenr, il faut nommer Les disciplines majeures et dire & 
qui elles sont enseignées. L'élément quantitatif est obligatoire. N'hésitez pas 
a y ajouter vos statistiques annuelles. 


Norme 2: IL DOIT EXISTER UN PLAN ECRIT ET COURANT DECRIVANT L' ORGANISATION 
EE RE COURANT DECRIVANT L* ORGANISATION 
Crest l'organigramme avec ses composantes hiérarchisées. 


Norme 3 : LES SERVICES DE LA BIBLIOTHEQUE DOIVENT ETRE DIRIGES ET DOTES D'UN 
NOMBRE SUFFISANT DE PERSONNEL QUALIFIE 


Examen de la compétence et de l'utilisation du personnel: 
- Un personnel compétent a plus de chances d'atteindre les objectifs; 
~ La surcharge de travail entratne des problémes & plus ou moins long terme; 
- Le sous-emploi implique une ré-évaluatin des besoins et des ressources. 


Norme 4: IL DOIT Y AVOIR SUFFISAMMENT D'ESPACE, D' INSTALLATIONS, D*EQUIPEMENT 


Examen de la qualité physique de la bibliothéque: 
~ Espaces 
- Installations 
- Equipements, 
~ Fournitures 
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Norme 5: IL DOIT ¥ AVOIR DES POLITIQUES ET DES PROCEDURES COURANTES 


C'est la plus importante des normes: vous livrez quoi? et comment? 
Il importe d'étre spécifique dans l'énumération des critéres propres & chaque 
fonction de méme que dans la description des résultats escomptés. La mise-&a-jour 
permet 4 1'évaluateur de voir si la biblioth&que évolue au méme rythme que le centre 
hospitalier. Donc la bibliothéque médicale doit posséder un manuel de procédures 
constamment tenu 4 jour. 


Norme 6: ON DOIT OFFRIR DES PROGRAMMES D'EDUCATION CONTINUE 


Description des programmes d'orientation et de formation en cours d'emploi 
destinés au personnel et explication des programmes de formation continue offerts 
aux usagers. Lors de L'implantation de nouvelles techniques d'enseignement, 
description de l'évolution de la collection (Ex.: achat de cours sur cassettes 
au lieu de résumés sur papier). 


Norme 7: IL DOIT ¥ AVOIR DES PROCEDURES ETABLIES POUR L’EVALUATION DE LA QUALITE 


Etant donné que seul le résultat obtenu compte, il importe d'évaluer 
périodiquement ce résultat et les grandes variables qui l'affectent. 


CONCLUSION 


L'analyse des réponses au questionnaire permet aux évaluateurs de mesurer la 
qualité de la bibliothéque et des services qu'elle offre car si toutes les normes 
précédentes ont été respectées, la bibliothéque ne peut que donner des services de 
qualité supérieure. 


Le personnel de la bibliothéque a le droit de savoir ce qui advient de 
l'évaluation de son service. Habituellement, le supérieur hiérarchique fournit 
ces informations. 


N.B.: Une nouvelle édition des normes est actuellement en préparation pour 
1985. De plus, un document en frangais sur l'interprétation des normes 
pour les "petits" hépitaux, parattra vers la fin de l'année 1984; le 
titre anglais est : "Standards for accreditation of Canadian Health 
Care Inscitutions". 


Deuxiéme partie 

Aprés l'texposé fort intéressant, de monsieur Gialloreto, madame Madeleine Dumais 
est venue nous expliquer comment elle sty est prise pour faire son manuel de 
politiques et procédures. Un trés bon exemple de politiques et procédures ainsi 
qu'une marche 4 suivre sont remis 4 chaque participant. 

Madame Dumais souligne qu'il est important que la bibliothéque ait des 
politiques et procédures écrites car elles permettront a un remplacant éventuel 
de se retrouver plus facilement et d'assurer un meilleur suivi des activités. 


Voici quelques caractéristiques que doivent posséder ces politiques: 


- Tous les avis, mémos et démarches importantes peuvent étre gardées car ils 
seront utiles pour 1'élaboration des politiques ou leur mise-&a—jour. 


- Les politiques doivent étre facilement repérables. 
- Tout le personneit doit pouvoir s'en servir facilement. 


- Les politiques doivent étre faites en collaboration avec tout le personnel. 
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Madeleine Dumais nous a ensuite entretenus sur 1'évaluation du personnel. 
Cette évaluation doit se faire périodiquement et l'employé doit étre tenu au 
courant. Ainsi, il est plus facile de se fixer des buts et objectifs et de 
voir s'ils ont été atteints. 
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CHLA/ABSC MOTION ON DISCRIMINATION 
PASSED BY THE BOARD OF DIRECTORS. SEPTEMBER 1984, 


A. The Board of Directors of CHLA/ABSC reaffirms that Membership 
in the Association is open, and services are offered, to all 
without distinction, exclusion or preference except that the 
Association may reduce membership fees for bona fide full-time 
students. 


B. In addition, the Board affirms the commitment of the Association 
to full human rights for all persons. In support of this, the 
Association will not knowingly patronize businesses or facilities 
which discriminate on the basis of race, colour, sex, pregnancy, 
sexual orientation, civil status, age, religion, political 
conviction, language, ethnical or national origin, social 
condition, handicap, the use of any means to palliate a handicap 
or without a reasonable cause. 
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NOTES FROM DOWN UNDER 


ANN MANNING 


I am writing this on a warm sunny day in Perth, as are most days, and the 
Christmas decorations, lighted trees and stencilled reindeer look quite incongruous. 
We have just returned from driving ~ forth and back - across the Nullarbor (no trees) 
to Adelaide, where 1 gave a paper at a national seminar on "Learning Resources for 
the Health Sciences in Australia". le took us about four days to drive each way 
- a total of approximately 6000 kilometres, most of it through largely uninhabited 
desert-country. We kept an eye on the Bas gauge and a check on where the next motel 
might be and we carried 25 litres of water. The highway slaughter of kangaroos 
along the way is at least equal to that of porcupines in Canada, but because roos \ 
are so much larger it seems that much sadder, especially when there is a Joey lying 
beside mother. We did not do much driving after dark, having been told of the 
Propensity of roos to leap into the path of cars at night, and not being equipped 
with a roo bar. 


There were about 70 people in attendance from all over Australia, so it was 
a good opportunity to meet a cross-section of health science librarians, and give 
CHLA more publicity down under. The membership forms I left out were all picked 
up» I question whether they will really be used, but people seemed to be quite 
interested in BMC. 


The seminar was organized and sponsored by the South Australian College of 
Advanced Education (SACAE) and the Library Association of Australia. Speakers included 
the former head of the School of Nealth Professions and the Course Coordinator for 
Nursing Studies from SACAE, the Head of Physiotherapy and the Senior Lecturer in 
Pharmacy from the South Australian Institute of Technology, and the Head of Media 
Services from Flinders Medical Centre. 


Librarians who spoke included Vicki Williamson from the Armidale College of 
Advanced Education, who discussed the advantages of sending out books and photocopies 
on the laundry and blood sample trucks; Bert Pribac, Principal Librarian at the 
Australian Department of Health in Canberra who described the systems being developed 
in his library; and Julie Hooke, who spoke om an ILL network operating among Adelaide 
hospitals. 


By the late 1980's, Australia plans to have all its nursing training programmes 
moved out of hospitals and into tertiary institutions - mostly to Colleges of Advanced 
Education or Institutes of Technology. In the process of upgrading the nurses currently 
practicing with the R.N. degree, there will be an increasing number of courses 
offered through distance education. Since Australia is similar to Canada with 
small population spread across a vast territory, it would be useful to watch how 
the libraries here cope with serving students in areas remote to their campuses. 


T have also had the chance to address the Western Australian Branch of the 
University and College Libraries Section of the Library Association of Australia, 
and to the Medical Librarians' Group of Western Australia. From what I have seen 
and heard of the hospital libraries in Perth and Fremantle, they seem to be staffed 
with a greater proportion of professionals than is common in Canada. 
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The Medical Library of the University of Western Australia has kindly taken 
me in and made me welcome. It also serves as the library of the Queen Elizabeth 
II Medical Centre, including the Sir Charles Gairdner Hospital. In addition, the 
Head Librarian, Ingrid Sims, is responsible for the Biological Sciences, Zoology 
and Dental Libraries, which are in separate locations. All technical services are 
done centrally, at Reid, the main university library. They use Dewey classification 
aa do many Australian academic libraries, and catalogue through ABN, the Australian 
Bibliographic Network, using AACR2, LCSH and MeSH. Card catalogues were closed 
two years ago, and the current collection is on fiche. 


MEDLINE is accessed through the Australian National Library, which mounts 
the database in Canberra; the UWA libraries use Dialog, Orbit and Ausinet for other 
searches, 


This is the first study Leave I have had, and it will probably be the last, 
but I highly recommend Australia as a venue, particularly Perth. If you start 
planning and negotiating now, perhaps you could have your arrangements completed 
in time for the Americas Cup Race. 
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A TASTE OF LIBRARIANSHIP IN ARABIA 


ANN BARRETT 
LIBRARIAN. ST. JOHN GENERAL HOSPITAL. N.B, 


The United Arab Emirates (UAE) is a small Islamic state stretching along the 
coast of the Arabian Guif and bordered by the Kingdom of Saudi Arabia and the 
Sultanate of Oman. While it boasts some of the richest oil reserves and one 
of the largest per capita incomes in the world, the UAE remains overshadowed 
by its more prominent neighbors and remains unknown to most westerners. Perhaps 
because of this shadow, the UAE has been able to develop as a stable and tolerant 
nation in the midst of a volatile region - remaining surprisingly untouched by 
surrounding turmoil. 


Prior to the 1960's the UAE (or Trucial States as it was then known) was 
a poor, under-developed country depending on fishing, pearling and trade for 
its existence. Wars between the ruling families were not uncommon and most 
people still lead a nomadic existence. The Emirates were abruptly forced into 
the modern world by two events which took place in the 1960's ~ the commencement 
of oil exploration from Abu Dhabi in 1962, and the withdrawal in 1969-70, of the 
British after 150 years of control. 


The exportation of oil brought unheard of prosperity to the region and within 
a decade had had a major impact on the lifestyle of the people. In the midst 
of this change, the British announced their withdrawal and the local rulers were 
forced to unite and form the government of an amazingly wealthy but under-developed 
country. In 1971 a Federation was formed of 7 existing Emirates : Abu Dhabi, 
Dubai, Sharjah, Fujeirah, Ajman, Ras al Khaimah, and Umm al Qaiwain, 


The Government, under the rule of HRH Sheikh Zayed Bin Sultan al Nahyan, 
made education and health care two of the country's main priorities. By 1982, 
Al Ain University was completed and had graduated its' first class, and a host 
of modern hospitals had been built, staffed and were offering up-to-date, western 
style health care. 


Into this setting with its contrasts of old and new, I arrived in 1981 to 
take up my first professional position as health sciences librarian. I went 
to work at Tawam Hospital, a new facility in the city of Al Ain near the Burami 
Oasis on the border of Oman. Two hours inland, Al Ain is isolated by its distance 
from the coastal cities and by the surrounding desert - - beyond the city and 
oasis was only the "Empty Quarter", nothing but sand until the Red Sea. Although 
isolated, Al Ain was favored by the Government with many major projects (Tawan 


being one) and it was rumoured that the seat of government would eventually be 
moved there from Abu Dhabi. 


With little foreknowledge of what to expect in the way of culture, surroundings 
or work, I arrived at this government-owned, American-managed hospital to set 
up house of a female compound" and to begin work in a quiet, relaxed environment 
in which I was pervaded by a feeling of insulation from the ‘real world'. It's 
beyond me to describe adequately the cultural differences I encountered, but 
I will try to describe some of the more tangible differences and some of the 


surprising similarities between a typical job in a Canadian hospital library 
and a Middle Eastern one. 
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On the familiar side, Tawan hospital was undergoing its pre-JCAH survey 
because, although this was a goal of the American administration even though 
it was not required in the UAE, Consequently it was grappling with standards, 
quality assurance, policy and procedure manuals, etc. I was lucky enough to 
walk into a well set-up library based on NLM classification with a well 
established Library Committee which took a great interest in the development 
of the library. Here the similarities with the Canadian scene began to wane. 


While hospital librarians in Canada often feel a certain sense of isolation, 
in the UAE the professional isolation was absolute. There were few libraries 
and even fewer librarians. In two years I was fortunate enough to find the occasional 
library worker who spoke English; there was no formal method to meet other library 
personnel. However, the ones I did meet usually had some form of technical training 
from Egypt, England or India and all were very helpful as far as their resources 
allowed. I met one gentleman who was Medical Librarian for the whole of Oman; 
a daunting position for someone fresh out of a technicians' course in the UK! 
With such limited resources within the country, I became very dependent on the 
British Lending Library and the Royal Society of Medicine in London for reprints 
and MEDLINE searches. Both institutions provided amazing service - - 1 could 
telex the BLL and receive the copy within 5 days. 


I was disappointed to find that medical school libraries in the region, 
(Saudi Arabia, Kuwait) while interested to hear from me, were not inclined to 
provide services outside their own country. This was another reason for my 
dependence on British institutions. 


Another handicap I experienced was the lack of continuing education opportu- 
nities; they were virtually nonexistent in the UAE. Occasionally I heard of 
meetings being held in neighbouring countries but the difficulty in obtaining 
a travel visa made it impractical to attend. 


One of my more interesting problems was dealing with censors! They would 
on occasion become zealous and go through medical and nursing journals with a 
black marker. When I first arrived, they held up all of my new journals for 
6 months. What a field day when 18 crates appeared on my doorstep one morning! 


Finally, one of the oddest things was not having a budget, or should I say, 
not being told how much money was allocated to the library, an oddity of a profit- 
making institution which bids for a contract. 


While work at the hospital ran at a slower pace than is usual in western 
hospitals, blamed on the heat, the social life and the culture of the country 
were always exciting. Summer sent everyone to the pool or the incomparable beaches. 
Winter brought cooler weather, clear skies and camel races which were always exciting 
to watch. There always seemedto be one or two weddings in the Royal Family which 
anyone was welcome to attend, and which brought week-long celebrations of singing 
and dancing until 2 a.m. One could even eat and sleep as a guest of the family 
in tents provided. 


My years in the UAE were a fascinating experience, perhaps one that I will 


repeat someday. With cold weather in the Maritimes, IL often daydream of the 
sun, sand and the sound of the prayer call. 
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FROM THE HEALTH SCIENCES RESOURCE CENTRE 


MARILYN SCHAFER. 
HEAD, HSRC 


Document delivery is one of CISTI's high priority services, with the demand 
increasing steadily. In 1974/75, 100,000 requests were cleared through the 
section, in 1983/84, requests had risen to just under 240,000. 


CISTI's collection is large; over 36,700 serial titles, of which approximately 
25,000 are current; an estimated 373,000 monographic items; close to 2 million 
reports on microfiche. This means that requesters can expect to receive much 
of what they ask for. 


Document Delivery can be contacted in many different ways: 


1, Telephone - (613) 993-1585 
2. Telex - 053-3115 
3. Electronic Mail Facilities 
CAN/OLE - give address 
ENVOY 100 (Telecom Canada) 
COMPOSE CISTL for ILL requests 
Tuk CISTL for general correspondence 
Qu 
4, Mail 
Se Courrier Service 


While we encourage clients who have library services available to use them, 
it may be helpful to you to know that we provide service to Organizations and 
individuals who do not have such facilities readily accessible. 


Included in CISTI's users are government institutions at the Federal, Provincial, 
and Municipal levels; academic institutions; business enterprises of all sizes 
such as consultant firms and individuals engaged in private business. Hospitals 
account for 7~-9% of total requests received and for approximately 4% of the 
verification work. 


While workload has increased substantially, the rate of staff growth has % 
not kept pace. As a result CISTI management has assigned the document delivery 
area the highest priority in determining how to use present resources most effectively 
and efficiently. We are currently averaging in excess of 1,000 requests per day. 
We must meet a 5-day turnaround time for 80-85% of materials supplied. A fill rate 
of 75% of requests received is being maintained. Even in December there was no 
respite as the daily average remained over 1,000 requests. 


To help us cope with the situation, a new set of procedures was introduced 
in February 1983. These changes did not affect traditional services. However, 
intensive searching for materials is no: longer automatically performed. Personnel 
now search on the basis of information supplied. If a problem arises likely to 
involve considerable search, the request is returned to the sender indicating the 
problem, asking for more information if such is available, or asking for guidance 
in the amount of search desired. 


From a paper presented to the OLA 82nd Annual Conference, by Jean MacGregor, Head, 
Document Delivery, CISTI. October, 1984. 
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Out-of-country locations for both monographs and journals are supplied on 
request only. This procedure appears to be having a beneficial effect. Clients 
are receiving status reports in regard to problem requests at an earlier stage, 
and are able to decide at that point whether or not they wish to wait for additional 
search. 


Increasing the number of requests received in standard format became a high 
priority project with the advent of electronic mail. Standard formats for requests 
speed up processing considerably and reduce the chances of error. Our own system, 
CAN/OLE, introduced online ordering from databases which supplied us with verified 
requests, and aiso a format for non-database requests. This latter format was recently 
revised, with the approval of other suppliers, and is now the same as the format 
that was scripted into ENVOY 100 when it was first brought to CISTI for interlibrary 
loan use. These same scripts are currently being programmed into CNCP's EOS system, 
which we will be testing shortly. 


The standardization of format has even been extended to telephone requests. 
Our staff now feed telephone requests directly into a computer by filling in blanks 
on a full-screen format. They then print out requests for processing that are nearly 
identical to electronic mail requests. 


To show how means of access in the past 10 years have changed; 


In 1974/75 - 65% of requests were received by mail 
- 25% telex 
- 10% telephone 


In 1983/84 - 42% mail 
- 48% some form of EMF (CAN/OLE, ENVOY) 
- 10% telephone 


Delivery of material to clients by the fastest possible means is still a concern. 
CISTI's document delivery service already interfaces with a variety of delivery 
services including the Federal Government Library Delivery Service (LDS), the 
InterVniversity Transit System (IUTS), Préts entre Bibliotheques des Universites 
du Québec ... (PEBUQUILL). Bulk mail deliveries by air freight are made to cities 
several times a week. 


Intensive study of the document delivery operations will continue in the months 
ahead. The objective is to assure users that they will receive the best possible 
service from CISTI in filling their requests for published information, as well as 
for location service. 
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DU CENTRE BIBLIOGRAPHIQUE DES SCIENCES DE LA SANTE 


MARILYN SCHAFER, 
CHEF. CBSS 


La fourniture de documents est l'un des services de l'ICIST qui regoit la 
plus haute priorité, la demande staccroissant réguliérement. En 1974-1975, 100,000 
demandes ont été traitées par la section, en 1983-1984, les demandes se chiffraient 
juste en dessous des 240,000. 


La collection de l'ICIST est vaste: plus de 36,700 périodiques, dont environ 
25,000 sont des titres courants, environ 373,000 ouvrages monographiques, prés de 
2 millions de rapports sur microfiches. Cela veut done dire que les clients peuvent 
s'attendre 4 recevoir ce qu'ils ont demandé. * 


Il existe plusieurs fagons de rejoindre le service de fourniture de documents: 


L. Téléphone - (613) 993-1585 

2. Télex - 053-3115 

3. Systémes de courrier électronique 
CAN/OLE - Indiquez l'adresse 


ENVOY 100 - (Telecom Canada) 
COMPOSE CISTI pour les demandes de PEB 
ILL. CISTI pour la correspondance générale 
QL 
4, Courrier 
5. Service de courrier 


Méme si nous encourageons les clients qui disposent de services bibliothécaires 
a les utiliser, il peur vous tre utile de savoir que nous offrons ce service aux 
organismes et personnes qui n'ont pas aisément accés A une bibliothéque. 


Au nombre des clients de 1'ICIST, on rerrouve des Organismes gouvernementaux 
aux niveaux fédéral, provincial et municipal, des écablissements scolaires, des 
entreprises de toutes les tailles comme des firmes de consultants et des personnes 
travaillant dans le secteur privé. Les hépitaux représentent de 7 & 9% de toutes 
les demandes regues et environ 4% des demandes de vérification. 


Malgré une augmentation substantielle de la charge de travail, le taux de 
croissance des effectifs n'a pas suivi le méme rythme. Conséquemment, la direction 
de 1'ICIST accorde donc au secteur de la fourniture de documents la plus grande 
priorité pour déterminer de quelle fagon utiliser les ressources actuelles de ta 
fagon la plus efficace et la plus productive. Nous recevons présentement en moyenne 
plus de 1,000 demandes par jour. Nous devons respecter un temps de réponse de 
5 jours, ou faire mieux, dans 80 & 85% des ouvrages fournis. Nous maintenons un 
taux de réponse de 75% des demandes regues. Tl m'y a aucun relachement, méme en 
décembre la moyenne quotidienne est demeurée supérieure & 1,000. 


Afin de mieux faire face a la situation, un nouvel ensemble de procédures 
a été mis en vigueur en février 1983. Ces changements ne touchaient pas les services 
traditionnels. Cependant, les recherches poussées des documents ne sont plus effectuées 
de fagon routiniére. Le personnel effectue les recherches 4 partir des renseignements 
fournis. Si un probléme survient et nécessite une recherche approfondie, la demande 
est retournée & L'expéditeur en indiquant le problame afin d'obtenir plus de précisions 
si possible, ou demander jusqu'a quel point il faut pousser le recherche. 


Tiré d'une communication présentée & la 82¢ conférence annuelle de l'Ontario Library 
Association par Jean MacGregor, chef, fourniture de documents, octobre 1984, 
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Les localisations 4 l'extérieur du pays tant pour les monographies que pour 
les périodiques sont fournies uniquement sur demande. Cette procédure semble apporter 
un effet bénéfique. Les clients regoivent & une étape préliminaire des rapports 
d'avancement au sujet des demandes qui posent des problémes et peuvent A ce moment- 
la décider s'il est possible ou non d'attendre les résultats de recherches supplémentaires. 


L'augmentation du nombre de demandes présentées selon le format normalisé 
est devenue une grande priorité avec l'arrivée du courrier électronique. Les formats 
normalisés de demandes accélérent considérablement le traitement et réduisent les 
chances d'erreur. Notre propre systéme, CAN/OLE, a ajouté la commande en direct 
4 partir des bases de données ce qui nous fournit des demandes déj& vérifiées; CAN/OLE 
compte aussi un format pour les demandes ne provenant pas d'une base de données. Ce 
dernier format a récemment fait l'objet d'une révision, avec l'approbation d'autre 
fournisseurs, et il s'agict maintenant du méme format que celui utilisé pour ENVOY 100 
lorsque ce systéme fut présenté & 1'ICIST pour utilisation avec les préts entre 
bibliocthéques. Ces mémes formulaires électroniques sont présentement stockés dans 
le systéme EOS du CNCP qui sera mis A l'essai sous peu. 


La normalisation des demandes a méme été appliquée aux demandes téléphoniques. 
Notre personnel inscrit maintenant les demandes téléphoniques directement dans un 
ordinateur en remplissant les espaces d'un formulaire électronique affiché & L'écran. 
Il est alors possible de faire imprimer les demandes pour traitement. Ces demandes 
sont d'ailleurs presque identiques aux demandes provenant du courrier électronique. 


Voici quelques chiffres qui démontrent le changement des moyens d'accés au 
cours des dix derniéres années: 


En 1974-1975 -65% des demandes nous provenaient par le courrier 
~25% télex 
-10% téléphone 


En 1983-1984 -42% des demandes nous provenaient par le courtier 
-48% courrier électronique (CAN/OLE, ENVOY) 
-10% céléphone 


La livraison des documents aux clients par les moyens les plus rapides demeure 
toujours une préoccupation. Le service de fourniture de documents de 1'ICIST communique 
déj& avec une variété de services de livraison y compris le service de livraison 
entre fibliothéques du gouvernement fédéral (SLB), le "Interuniversity Transit System" 
CIUTS), les Préts entre bibliothéques universitaires du Québec... (PEBUQUILL). Des 
envois aériens groupés sont faits plusieurs fois par semaine A différentes villes 


Dans les mois & venir, une étude poussée des activités de fourniture de documents 
se poursuivra. L'objectif est d'assurer aux utilisateurs qu'ils recevront le meilleur 
service de 1'ICIST en nous adressant leurs demandes d'information publiée tout comme 
les demandes de localisation de documents. 
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CHLA CONFERENCE 1985 =: PRELIMINARY PROGRAMME 


WHEN: June 9-12, 1985 
WHERE: Sandman Inn, Calgary, Alberta 
THEME: Health Information Providers: Their Role by 1995 


Saturday June 8, 1985 


Board of Directors Meeting 


Sunday June 9, 1985 


Continuing Education Courses (full day) 


l. Basic management principles for Libraries 
Dr. Robert Schulz, Faculty of Management 
University of Calgary 


2. Medical Library reference services 
M.A. Flower 


Welcoming reception at the Sandman Inn in the evening. 


Monday June 10, 1985 
Morning 


Welcoming addresses 
Dr. Gerald Bonham, Calgary Health Services 
David Crawford, CHLA President 
Judy Flax, Conference Coordinator 


Keynote address 
Nina Matheson, Welch Medical Library, John Hopkins University 


Panel: Management of Academic Medical Libraries in the Information Age -- 


Canadian Perspective 


Germain Chouinard, Bibliothdque de la Santé, Université de Sherbrooke 


Frances Groen, Medical Library, McGill University 
Alan MacDonald, MacKimmie Library, University of Calgary 


Afternoon 


Panel: Users' Expectations of the Health Care Information System 


Moderator: Audrey Kerr, Medical Library, University of Manitoba 


Panelists: 
Consumer 
Nurse 
Pearson Scholar (3rd World Country) 
Physician 
Researcher 
Student 


Invited Papers 
What Should Libraries Expect of Each Other (to be announced) 
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Alberta Heritage Foundation for Medical Research: Present Role - - 
Future Parcicipation 
Dr. L.E. McLeod, President AHFMR 


Cocktails, Boat Excursion, Banquet and Entertainment at Heritage Park 


Tuesday June 11, 1985 


Morning 


Invited Papers 
Electronic Publishing 
Olderich Standera, MacKimmie Library, University of Calgary 


Future of Information Processing in Medicine and Public Health 
Dr. Peter Harasym, Medical Education, University of Calgary 


Large Medical Libraries' Support for Small Hospital Libraries 
William Fraser, B.C. Medical Library Services 


Physician Adoption of Innovation: Information Sources Used in the 
Decision Making Process 
Jocelyn Lockyer, Faculty of Continuing Medical Education, 
University of Calgary 
Dr. John Parboosingh, Faculty of Continuing Medical Education, 
University of Calgary 
Adapting to changes (to be announced) 
Afternoon 
Annual General Meeting 
Wednesday June 12, 1985 
Board of Directors Meeting 
Continuing Education Courses (half day each) 


1. Medline update, Presented by CISTI 


2. Alternative Medical Databases, Presented by DIALOG 
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ABSC : PROGRAMME PRELIMINATRE DE LA CONFERENCE DE 1985 


QUAND : du 9 au 12 juin 1985 
ou : Sandman Inn, CALGARY (Alberta) 
THEME : Fournisseurs d'information en santé ; leur réle d'ici 1995 


Samedi 8 juin 1985 


Réunion du Bureau de direction 


Dimanche 9 juin 1985 


Cours de formation professionnelle (toute la journée) 


l. Principes de base en gestion pour les bibliothéques 
Dr. Robert Schulz, faculté de gestion (Université de Calgary) 


2s Services de référence des biblioth@ques médicales 
M.A. Flower 


Soirée d'accueil 4 1'hétel Sandman Inn. 


Lundi 10 juin 1985 
Matin 
Mots de bienvenue 
Dr. Gerald Bonham, Calgary Health Services 


David Crawford, président de 1' ABSC 
Judy Flax, coordonnatrice de la conférence 


Discours d'ouverture 
Nina Matheson, Welch Medical Library, Johns Hopkins Universicy 


Table ronde 
Gestion des bibliothéques médicales universitaires A l'ére de l'information : 
perspective canadienne 

Germain Chouinard, Bibliothéque de la santé, Université de Sherbrooke 
Frances Groen, Bibliothéque médicale, Université McGill 
Alan MacDonald, Bibliotheque MacKimmie, Université de Calgary 


i 


Aprés-midi 

Table ronde : Ce que l'utilisateur attend du systéme d'information en soins 
de santé 

Animatrice : Audrey Kerr, Bibliothéque médicale, Université du Manitoba 


Participants : consommateur 
infirmiére 
boursier Pearson (pays du Tiers Monde) 
médecin 
chercheur 
étudiant 
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Conférenciers invités 
Ce que les bibliothéques devraient attendre les une des autres (4 préciser) 


‘Alberta Heritage Foundation for Medical Research' : réle actue! et 
participation future 
Dr. L.E. McLeod, président de 1'AHFMR 


Coquetels, excursion en bateau, banquet et divertissements au parc Heritage 


Mardi 11 juin 1985 
Matin 


Conférenciers invités 
r Edition électronique 
Olderich Standera, Bibliothéque MacKimmie, Universicé de Calgary 


Avenir du traitement de l'information en médecine et en hygiéne publique 
Dr. Peter Harasym, Education médicale, Université de Calgary 


Appui apporté aux petites bibliothéques d'hépital par les grandes 
bibliothéques médicales 
William Fraser, B.C. Medical Library Services 


Le médecin devant L'innovation : les sources documentaires dans le 
processus de décision 
Jocelyn Lockyer, faculté d'éducation médicale permanente, Université 
de Calgary 
Dr. John Parboosingh, faculté d'éducation médicale permanente, Université 
de Calgary 


S'adapter aux changements (a préciser) 


Aprés-midi 


Assemblée générale annuelle 
Mercredi 12 juin 1985 
% Réunion du Bureau de direction 


Cours de formation professionnelle (demi-journée chacun) 
1. Rapport d'avancement sur Medline, présenté par l'ICIST 


2. Autres bases de données médicales, présentées par DIALOG 
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MANITOBA HEALTH LIBRARIES ASSOCIATION (MHLA) 


CORRESPONDENT: 
JILL BROWN 


The MHLA Online Users Group will hold its first meeting at the St. Boniface 
General Hospital School of Nursing Library on January 23rd. Michael Tennenhouse will 
demonstrate "Paperchase", to be followed by a problem-solving session. 


In the afternoon, the winter meeting of the MHLA will be held. Mr. Ralph 
Schilling of Smith-Carter Associates, our guest speaker, has been involved in planning 
both the new School of Nursing Library and the Carolyn Sifton Research Library at the 
St. Boniface Hospital. He will discuss the steps involved in planning and designing 
libraries both from the ground up, and the outside in! 


The new St. Boniface General Hospital School of Nursing Library was officially 
opened on November 21st. Funding for the facility was secured from the Government 
of Canada and the Helene Fuld Health Trust. The Trust was established by Dr. 
Leonard F. Fuld in memory of his mother Helene, who was an active crusader for 
better health standards in the 1880's. It provides financial support to over 178 
schools of nursing; the St. Boniface General Hospital is the only Canadian school 
presently receiving assistance. 


The annual MHO/MHLA Conference is scheduled for April 10th. The Manitoba Health 
Organization Conference theme is Mental Health. Dr. Bryan Tanney of the Suicide 
Information and Education Centre in Calgary will be guest speaker. 


AV CATALOGUE, TIMT 


Regrettably the AV Catalogue produced 

by the Toronto Institite for Medical 

Technology, as announced in BMC 6 : 3, 

page 126, will not be available until 
further notice. 
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WINDSOR AREA HEALTH LIBRARIES ASSOCIATION 
ANNUAL REPORT : MAY 1983 - aucust 1984 


PATRICIA BLACK 
PRESIDENT 
WINDSOR AREA HEALTH LIBRARIES ASSOCIATION 


WAHLA continues to have the same meeting schedule: 

quarterly meetings for the full membership and core group meetings to discuss matters 
which are of interest mainly to the Windsor hospitals. This year we have had some 
important changes. 


1. 


Hotel Dieu Hospital and Metropolitan General Hospital have both become 
MEDLINE Centers with the installation of Digital LA 100 computer terminals. 
This is an important step because Windsor does not have a medical school 
library as a resource. 


Grace and Hotel Dieu Hospitals have had their journal holdings added to 
OCLC, which is the state-wide computerized union list of serials in Michigan. 


The WAHLA Union List of Bio-Medical Serials was put on a word processor 
during the past year and this will simplify the annual revision. 


The Repository Library agreement will be signed by the Administrators of the 
three hospitals and then we can begin to dispose of the journals which another 
library has agreed to keep. 


Conferences attended: three of our members attended the CHLA conference in 
Toronto in June. Our Chatham members continue to go to the London meeting 
and report back to us. WAHLA members frequently attend the Metropolitan 
Detroit Medical Library Group (MDMLG) meetings and the state-side conference 
in October. 


This year WAHLA hosted the MDMLG summer luncheon, which was held in Windsor 
at the historic Willistead Manor. About 100 members were entertained by 

Dr. Robert Booth, former head of the Wayne State University School of Library 
Science, who gave an excellent slide presentation on ancient and modern 
libraries around the world. 


Chapter news: Mrs. Anna Henshaw returned from a six-month world tour at 
the end of June. Mrs. Toni Janik had a baby in early November. The annual 
Christmas dinner and the summer luncheon were both a great success. 
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NEWS & NOTES 


FOOD SCIENCE AND TECHNOLOGY ABSTRACTS (FSTA), an international database 
produced by the International Food Information Service, Frankfurt, Germany * 
is now available on line. FSTA covers abstracts from 1,200 journals, patents 

from 20 countries, standards and books in any language. Areas relating to 

food science and technology including chemistry, biochemistry, physics, agriculture, 


home economics and engineering are also covered. FSTA is available on CAN/OLE. 


FOOD SCIENCE AND TECHNOLOGY ABSTRACTS (FSTA) est un fichier international 


réalisé par le International Food Information Service & Francfort, en République 
fédérale d'Allemagne. Le fichier FSTA recense les résumés d'environ 1,200 
périodiques, les brevets de 20 pays, les normes et les monographies en n'importe 
quelle langue. Tous les aspects de la science et la technologie alimentaires sont 
abordés. Les domaines connexes tels que la chimie, 1a biochimie, la physique et 
l'agriculture ainsi que l'économie domestique et le génie sont également recensé é 
dans la mesure ow ils se rapportent aux sciences et A la technologie alimentaires. 
FSTA est sur CAN/OLE. 


ed 


The National Film Board of Canada has just released OUR BODIES, OUR MINDS, a 


comprehensive catalogue of Film, Video and Multi-Media Resources for Health 


Education. Published in response to public need and demand for high quality 
Canadian audio-visual resources, the catalogue provides information on over 250 
productions produced and/or distributed by the NFB. The content is directed 


toward audiences ranging from children to the elderly; from medical professionals, 
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social service workers and teachers to parents, self-help groups, and myriad 


community organizations and individuals. 


L'Office national du film du Canada vient de publier OUR BODIES, OUR MINDS un 
catalogue complet de films, vidéos et produits multi-média traitant de la santé. 
Repondant aux besoins et & la demande du public désireux d'avoir accés & des 
ressources audio-visuelles canadiennes de haute qualité en ce domaine, ce catalogue 
donne des renseignements sur plus de 250 productions réalisées et/ou distribuées 

par 1'ONF. Le contenu s'adresse 4 tous les publics, des plus jeunes aux plus 4gés, 
qu'il s'agisse de professionnels du milieu médical, de travailleurs sociaux, 
d'enseignants ou de parents, de groupes auto-suffisants, d'organisations 


communautaires ou de particuliers. 
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The SAINT JOHN REGIONAL HOSPITAL recently held the official opening of the 
Dr. Carl R. Trask Health Sciences Library. The library contains resources from 
the amalgamated Saint John General and West Saint John Community Hospital libraries 


and the recently integrated Saint John School of Nursing Library. 


The recently completed library is staffed by ANN BARRETT (M.L.S,, DALHOUSIE, 
1981) and two library assistants and serves staff and students of the 765 

bed hospital as well as a 60 bed veterans wing. The Saint John Regional Hospital 
is an accredited teaching institution affiliated with Dalhousie University Medical 


School and is the main teaching institution for the Saint John School of Nursing. 
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Three students from the Dalhousie School of Library Service, GLORIA CORBETT, 
NILS KUUSISTO AND JOAN CLOGG;> are receiving training and experience in 
health sciences librarianship at the W.K. Kellogg Health Sciences Library, Halifax. 
All three students are from the class of 1985, 
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BUREAU DE DIRECTION DE L’ABSC/CHLA BOARD OF DIRECTORS 


Mr. DAVID CRAWFORD, President 
Medical Library, McGill University 
3655 Drummond St. 

Montréal, P.Q. H3G 1lY6 

Tel: 514-392-3060 


Ms. DIANA KENT, Vice-president /President— 
elect 

Woodward Biomedical Library 

2198 Health Sciences Mall 

University of British Columbia 

Vancouver, B.C. V6T 1W5 

Tel: 604-228-5461 


Mrs. BARBARA GREENIAUS, Past President 
Director, Educational Resources NA.157 
Health Sciences Centre 

700 McDermot Ave. 
Winnipeg, Manitoba, 
Tel: 204-787-2743 
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Ms. DONNA DRYDEN, Treasurer 
Peter Wilcock Library 

Charles Camsell General Hospital 
12815 - 115 Avenue 

Edmonton, Alberta TSM 3A4 

Tel: 403-453-5581 


Ms. CAROL MORRISON, Secretary 
Ontario Cancer Institute Library 
500 Sherbourne Street 

Toronto, Ontario, M4X 1K9 

Tel: 416-926-4482 


Mrs. MARILYN HERNANDEZ, Director 
Coordinator of Information Resources 
Manitoba Department of Health 

202 - 880 Portage Avenue 

Winnipeg, Manitoba, R3G OPI 

Tel: 204-945-8000 


Ms. LINDA HARVEY, Director 

Head of Public Service 

W.K. Kellogg Health Sciences Library 
Dalhousie University 
Halifax, Nova Scotia, 
Tel: 902-424-2458 
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Mrs. BONITA STABLEFORD, Editor (BMC) 
Library Services Division 

Health Protection Branch 

Sir F.G. Banting Bldg. 

Health and Welfare Canada 

Ottawa, Ontario, KIA OL2 

Tel: 613-993-7603 


Ms. JAN GREENWOOD, Assistant Editor (BMC) 
Ontario Medical Association Library 

240 St. George Street 

Toronto, Ontario, M5R 2P4 

Tel: 416-925-3264 


CORRESPONDANTS DE BMC/BMC CORRESPONDENTS 


Ms. PATTI-REAY STAHL 

St. Paul's Hospital 

1081 Burrard Street 
Vancouver, British Columbia 
V62 1X6 


Mr. WILLIAM OWEN 

W.K. Kellogg Health Sciences Library 
Dalhousie University 

Halifax, Nova Scotia 
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Ms. CATHERINE WEISENBERGER 
William Boyd Library 
Academy of Medicine 

288 Bloor Street 

Toronto, Ontario 
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Ms. JILL BROWN 
Library Services 
Health Sciences Centre 
700 McDermot Avenue 
Winnipeg, Manitoba 
R3E OT2 


